Appendix 6
Prior Authorization Request Form (PA/RF) Completion Instructions
for Inpatient Hospital Services

Element 1 — Processing Type
Enter the appropriate three-digit processing type from the list below. The*processing type” isathree-digit code used to
identify a category of service requested.

117 — Physician Services(includes Family Planning Clinicsand Rural Health)

133 — Transplant Services

134— Acquired Immune Deficiency Syndrome (AIDS) Services (hospital and nursing home)

135— Ventilator Services (hospital and nursing home)

999 — Other (use only if the requested category of servicesisnot listed above)

Element 2 — Recipient’s Medical Assistance ID Number
Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters.

Element 3 — Recipient’s Name

Enter therecipient’slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV S) to obtainthe
correct spelling of the recipient’s name. If the name or spelling of the name on the Medicaid identification card and the EVS
do not match, usethe spelling fromthe EV'S.

Element 4 — Recipient Address
Enter the complete address (Street, city, state, and ZIP code) of the recipient’s place of residence. If therecipientisa
resident of anursing home or other facility, also include the name of the nursing home or facility.

Element 5 — Date of Birth
Enter therecipient’sdate of birthin MM/DD/YYY'Y format (e.g., September 25, 1975, would be 09/25/1975).

Element 6 — Sex
Enter an “X” to specify the recipient’s gender as mae or female.

Element 7 — Billing Provider Name, Address, ZIP Code
Enter the billing provider’s name and complete address (street, city, state, and ZIP code). No other information should be
entered into this element since it also serves as a return mailing label.

Element 8 — Billing Provider Telephone Number
Enter the billing provider’ stelephone number, including areacode, of the office, clinic, facility, or place of business.
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Element 9 — Billing Provider No.
Enter thebilling provider’seight-digit Medicaid provider number. For AIDS, ventilator-dependent, or other care, subgtitutethe
unique suffix number for thefina two digitsof the provider number.

Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Edition, Clinical Modification (ICD-9-CM)
diagnosis code and description most relevant to the service/procedure requested for the recipient.

Element 11 — Dx: Secondary
Enter the appropriate | CD-9-CM diagnosis code and description additionally descriptive of therecipient’sclinical condition.

Element 12 — Start Date of SOI (not required)

Element 13 — First Date Rx (not required)
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Appendix 6
(Continued)

Element 14 — Procedure Code
Enter the appropriate procedure code for each service/proceduref/item requested.

Element 15 — MOD
Enter the modifier corresponding to the procedure code (if amodifier isrequired by Wisconsin Medicaid policy and the
coding structure used) for each service/procedurefitem requested.

Element 16 — POS
Enter the Medicaid single-digit place of service code designating where the requested service/procedure/item would be
provided/performed/dispensed.

Code Description
1 I npatient Hospital/Ambulatory Surgical Center

Element 17 — TOS
Enter the appropriate Medicaid single-digit type of service code for each service/procedure/item requested.

Numeric Code Description
0 Blood
1 Medical (Physician’'sMedical Services, Home Health, Independent Nurses, Audiol ogy, Physical

Therapy, Occupational Therapy, Speech and L anguage Pathology, Persona Care, Substance
Abuse [Alcohol and Other Drug Abuse], Day Treatment, and Substance Abuse Day Treatment)

2 Surgery
3 Consultation
4 Diagnostic X-Ray — Total Charge
5 Diagnostic Lab — Total Charge
6 Radiation Therapy — Total Charge
7 Anesthesia
8 Assistant Surgery
9 Other, including:
Trangportation
Non-MD Psych (nonboard operated only)
Family Planning Clinic
Rehabilitation Agency
Nurse Midwife
Chiropractic
Alpha Code Description
C Ancillaries, Hospital Outpatient Services, Mental Health Psychotherapy and Evaluations,
Diagnostic Testing, Substance Abuse Services, and Nursing Home
E Accommodations, Hospital, and Nursing Home
X Diagnostic Lab — Professional

Element 18 — Description of Service
Enter awritten description corresponding to the appropriate code for each service/procedure/item requested.
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Appendix 6
(Continued)

Element 19 — QR
Enter the quantity (e.g., number of services, dollar amount) requested for each service/procedure/item requested.

e BrainInjury Care Services (number of days).

»  Hogpital Transplant (per hospita Stay).

*  Hospital and Nursing HomeAIDS Services (number of days).

*  Hospital and Nursing Home Ventilator Services (number of days).

Element 20 — Charges
Enter your usua and customary charge for each service/procedure/item requested. If the quantity is greater than “1,”
multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this element.

Note: The chargesindicated on the Prior Authorization Request Form (PA/RF) should reflect the provider’s usual and
customary charge for theprocedure requested. Providers are reimbursed for authorized services according to the
Department of Health and Family Service's Terms of Provider Reimbursement.

Element 21 — Total Charge
Enter the anticipated total charge for this request.

Element 22 — Billing Claim Payment Clarification Statement

An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’ sand provider’s
eligibility at thetimethe serviceis provided and the completeness of the claim information. Payment isnot made for services
initiated prior to approval or after authorization expiration. Reimbursement isin accordance with Wisconsin Medicaid
methodology and policy. If the recipient isenrolled in amanaged care program at thetime aprior authorized serviceis
provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceis not covered by the managed care program.

Element 23 — Date
Enter the month, day, and year (in MM/DD/YY Y'Y format) the PA/RF was completed and signed.

Element 24 — Requesting Provider Signature
Thesignature of the provider requesting/performing/dispens ng the service/procedure/item must appear in thiselement.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING PROVIDER —
THIS SPACE IS USED BY WISCONSIN MEDICAID CONSULTANTS AND ANALYSTS.
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